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Medical Legislation In Congress 


Hon. Roperr A. Tarr 
Senator from Ohio 


(This address by Senator Taft was delivered at the 
annual Conference of Presidents and Other Officers of 
State Medical Associations at Atlantic City, June 8. 
Senator Taft is a commanding figure in the United 
States Senate and is the author of legislation now 
under consideration, which is of vital import to the 
medical care of our people. We believe that this 
address should be of interest to every physician and 
take the liberty of printing it in full.—Editor. ) 


When I first began to hear about compulsory health 
insurance several years ago in the Congress, the thing 
that came out, I thought, very clearly was that the 
proponents were relying on the popularity of the idea 
of insurance, plus the general demand of people that 
they have available to them some method of spreading 
medical care for a number of years through some form 
of insurance. Compulsory health insurance never was 
really insurance but the first thing that developed, in 
my mind at least, was that the people were entitled 
to take out voluntary health insurance if they wished 
to do it, and that such insurance should be provided 
as life insurance or other insurance was provided. 


I think the state medical association first came to 
that conclusion and f felt very grateful to them for 
starting the movement which gradually has developed 
until it has reached. the scope described today by Dr. 
Schriver. It is a pleasure to pay tribute to the work 
of the state associations in that respect and I, therefore, 
was glad to come here today. I was glad to come for 
another reason, because I haven’t been away from 
Washington for six weeks and this is the first invitation 
I've had to make a speech on Sunday. It is nice to get 
into a group where, when the secretary-treasurer 
makes a financial report and says five hundred and 
nineteen, he means dollars and not thousands of 
dollars, not millions of dollars, and not billions of 
dollars. When anybody says five hundred and nineteen 
in Washington the assumption is that it is probably 
519 million, at least, and it might be something else. 


Bills Before Congress 
There is a good deal of health legislation in Con- 


gress. Of course our main discussion is on the subject 
of treatment of general medical care for the people of 
the United States; the two different approaches 
presented in the two major bills. But there are a good 
many other things before Congress in which the 
medical profession is interested. Last year, as you 
know, we passed the Hospital Aid Bill which was 
a kind of a try-out of a system which is developed 
further in the General Medical Care Bill. We have 
the problem of trying to get enough money to 
implement that bill or getting started at least. It is 
succeeding very well in its first stages, namely, placing 
upon every state the function of making a study, a 
survey of the situation and developing what possible 
facilities are needed and how, and in what order they 


should be provided. 


We passed last month in the Senate, and I hope by 
the House, the Scientific Foundation Bill, which 
provided a general foundation; twenty-four scientists 
to be appointed by the Government, with a director, 
to undertake a general question of distributing money 
for scientific research throughout the United States, 
including medical research. And we incorporated in 
that bill a provision for a special counsel dealing with 
cancer, special counsel dealing with heart disease, 
which might study those problems with reference to 
research and recommend to this overall counsel a 
program of distribution of funds for research which 
we hope will come, not only from the Government, 
but from various private sources. In the cancer field 
particularly, they say that Government appropriations 
are hardly necessary at all if the money that is avail- 
able—that’s made available elsewhere—can be properly 
utilized under the general direction of the scientific 
foundation which is a successor to Dr. Bush’s Office 
of Scientific Development and Research which was so 
successful during the war. 


Other Bills 


We passed last year also the Special Psychiatric 
Research Bill—which is beginning to operate through 
the Public Health Service in cooperation with the 
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Veterans Administration. We have before us various 
proposals for assistance to dental research. Dr. Schriver 
referred to the lack of action on the part of the 
Federal Government in the public health field in 
prevention of stream pollution. Senator Barkley and 
I have a bill before Congress providing Federal aid 
in the development of the abatement of pollution, both 
public and industrial. It isn’t quite as simple a job as 
Dr. Schriver seems to think it might be. I think the 
estimated cost is at least three billion dollars before 
you finally get through and the problem of providing 
a hundred million dollars a year from the Federal 
Treasury for ten years is not an easy physical problem. 

The abatement of pollution is a perfectly tremen- 
dous undertaking, and I think the Government can 
hardly be blamed for not having undertaken it more 
completely or more rapidly, but we are starting, at 
least, in that direction. Rome wasn’t built in a day 
and I hope very much that whether that legislation 
can be passed this year or not, it will be soon on the 


statute books. 


We have a problem with all of the bills—the general 
health bills and other bills, involving the extension of 
federal expenditures—the extension of federal activity. 
Today we are still engaged in an aftermath of war 
operation of the Federal Government. We have a 
tremendous budget, thirty-seven billion five hundred 
million dollars. We are doing our best to reduce this 
as being a burden which under the present condition— 
the present national income of the country—will 
actually prevent the very sources of activity from 
which taxes must ultimately be derived. 


Cut Expenditures 


It may be necessary to say to the people of the 
United States in effect, so long as you are concerned 
with world affairs on such an expensive basis, so long 
as we are paying three and a half billion dollars for 
the education of the veterans who fought in the World 
War, so long as we are spending this year about five 
billion dollars for the provision of relief for foreign 
countries, so long as we are maintaining armed services 
at a cost of over eleven billion dollars, you are going 
to have to postpone any improvement in domestic 
conditions until these expenses are somewhat reduced. 


We have reached a point where the problem is no 
longer a problem of raising taxes to pay the things 
we would like to spend money on; the problem is to 
cut our expenditures to the limit of taxation which we 
can safely impose upon an independent competitive 
enterprise system like that of the United States. We 
may find it necessary before we get through to put 
off these plans until next year, until there is a prospect 
of a reduction of what are really war expenditures, 
before we undertake any substantial expansions of 
federal activity in the domestic field. 


Conflict in Philosophy 


I think we have in these two bills that are presented 
to Congress a very good example of the conflict of 
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philosophy which today divides the people of the 
United States. We have a conflict with the primary 
reliance on the operation of a free system as being 
the cause of the success of the United States and the 
future hope of development; the maintenance of the 
standard of living which we have built up in the 
United States and the philosophy of complete opera- 
tion of the entire economy, if you please, by the state 
itself, by the Government, correcting in detail the 
activities of the people of the United States. 


We have today in this country, as you know, the 
present system of medical care, a free system by 
which people get medical care when they want it and 
pay for it themselves. We have a system in which the 
responsibility, as far as there is legislative regulation, 
rests upon the states and not upon the Federal Gov- 
ernment; in which public health activities and other 
medical activities are undertaken by the states and 
local governments, and in which we recognize the 
constitutional facts that the responsibility for such care 
in our system is upon the states and their instrumental- 
ities and not upon the Federal Government; a system 
which recognizes that the Federal Government in that 
field performs a secondary and auxiliary service. 


We have that system of freedom supplemented, 
however, by the recognition that there is a group of 
our people unable to pay for medical service on the 
basis of the free enterprise system. No matter how 
successful that system may be, at the bottom there 
always is a group which through its own fault or 
misfortune, or for some other reason, is unable to pay 
for the absolute essential necessities to which they are 
entitled, and the minimum medical care to which 
they are entitled and to which their children are 
entitled. That is supplemented so that the general free 
system today is supplemented by a great charitable 
system; charitable services performed by individual 
doctors; charitable services particularly performed by 
organized groups. We know the tremendous public 
interest in that field because we know how, from the 
beginning of this country, the charitable hospitals have 
been built up by every religious denomination. by all 
kinds of individual civic groups? We find, at least in 
the hospital field, a fairly general coverage, largely 
private, to take care of the people who are not taken 
care of under what you may call the free enterprise 
system. 


The Present System 


Now, that is the present system. It has been an 
exceedingly successful system. I think it has built up 
certainly the greatest medical profession in the 
world in any country. It has built up, I believe, a 
tremendously successful health record. You may find 
in one or two small places—in healthy places—that the 
record is better, but of all countries as variegated as 
the United States with its many different kinds of 
people, different kinds of situations, there is no coun- 
try can be compared with the results that have been 
achieved by that system that I have described. 
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We have acquired a lower and lower death rate. 
We have acquired a great health and longevity record, 
until today, I think, the average longevity has reached 
the extraordinary figure of sixty-five years. We have 
made great medical discoveries and have advanced 
the science of medicine as no other country has been 
able to develop it. Yet the people are free and the 
profession is free. At least the people who are able 
to pay for medical care are free; the others have to 
take under the system, of course, what the Government 
gives them or what the individuals give them. 
Certainly the medical profession is free. And the 
question is, shall we throw away that system 
completely and go to a system based on an entirely 
different theory? A system which means—obviously 
means—direct control and direction by a Washington 
Bureau of the Provision of Public Medical Care for 
all the people of the United States? 


The new Murray-Wagner-Dingell Bill is not unlike 
the old one. It has a few fancy dressings but it is, in 
effect, the same proposal. It is said to be compulsory 
medical insurance for all. In the bill is implied, at 
least, that it will be paid for by a 4 per cent payroll 
tax. Three per cent for ordinary medical care, 1 
per cent for certain additional services which are to 
be developed. The bill does not levy the tax. It 
doesn’t say who is going to pay the tax, or how it 
should be paid. It doesn’t guarantee that the 4 per cent 
is going to pay the cost of the system. No tax bill has 
been introduced and the question of just exactly what 
is going to be introduced is left for guessing or 
termination by the people who are concerned. 


Whence The Taxes? 


The bill last year, I think, did provide a tax; the 
chief reason I suppose for leaving the tax out is so 
that you will get the nice end of it before you get the 
bad part, and also so it won't go to the Finance Com- 
mittee where the tax would be examined more care- 
fully. Michael Davis the other night seemed to think 
that the 4 per cent tax was to be paid half by the 
employer and half by the employee. The last proposal 
was that it be paid all by the employee and I under- 
stood the labor organizations had agreed that that 
would be entirely a tax on the employee. But it doesn’t 
make very much difference, because a payroll tax is 
a tax on the employee; it doesn’t make any difference 
how you figure it or who pays it. Obviously it is a 
part of the cost of labor and the cost of labor goes 
into the cost of the product which is manufactured. 
Obviously it increases cost and if the employer were 
not paying the tax he could pay the laborer that much 
more money. Or if he doesn’t, he could sell the goods 
that much cheaper. So either through reduced wages, 
or through increased cost of the things that he buys, 
the laborer pays the payroll tax. It doesn’t make any 
difference who is alleged to pay it as you go along. 
In effect, the cost of this is admitted to be, at least 
4 per cent of payroll and 4 per cent of the payment 
of the average laborer. 
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More Costly 


I think the limit is thirty-six hundred dollars upon 
which this is levied, so that a man with thirty-six 
hundred dollars would pay at least one hundred and 
forty-four dollars for this service which is to be re- 
ceived—one hundred forty-four dollars a year, which 
is about twice what is paid to the Michigan-California 
voluntary insurance funds today by a man with a 
family of, I think, two or three children besides his 
wife. Of course, that is a more limited service perhaps, 
but no one knows what a federal service is going to 
cost. Figures given by General Hawley at least suggest 
that if you do what the Veterans Administration is 
doing now, and multiplied it by seventy, you would 
find a good deal higher cost than 4 per cent of the 
payroll, as I figured them very rapidly. 


What a Government service is going to cost in the 
end, no one knows. Certainly it is a very expensive 
burden upon the people who have to pay it. Of course, 
what happens is, that this three, four, five billion 
dollars, calculated on this payroll, pours into Wash- 
ington to a Government bureau and is dispensed by 
a Government bureau to all the doctors in the United 
States to pay for their rendering free medical service 
to all the people of the United States. 


It is a proposal not only to socialize the medical 
service, but to nationalize medical service. And that’s 
more than we have done even in the case of education. 
While education is socialized we levy a tax to pay it 
and provide education free—the public schools are at 
least run by the states individually and not in one 
place out of Washington. It means a_ perfectly 
tremendous bureaucracy; the mere keeping of the 
records of sixty, seventy, eighty million insured persons 
is a tremendous clerical task. The question of the 
business of regulating it, checking on all the calls and 
services rendered, millions of services rendered by 
the physicians of the United States, is a perfectly 
stupendous undertaking. No one knows how many 
employees there would be in this bureau outside of 
the doctors but estimates run certainly anywhere from 
250,000 to 750,000; that many people on the outside, 
simply to run this tremendous system. Of course, it 
means regulation. 


The Government has to say when the doctor can 
call at your home, when you have got to go to the 
doctor’s office, and when you have to go to the hos- 
pital; whether he can provide this form of expensive 
medicine, whether he can order an x-ray, or can’t order 
an x-ray. In England they have a book of 250 pages, 
I think, of regulations—you have every detail of 
medical service regulated by one bureau in Wash- 
ington put out in regard to the local necessities of 
each case. 


The force of that argument made in recent years 
has led to a new change in the present proposed law. 
The advocates of the bill emphasize that this is to be 
a bill for state administration. Any state which wants 
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to administer the distribution of this can set up a 
bureau and the Federal Government will permit the 
state to operate the actual administration of it within 
the state. The difficulty is that that state bureaus are 
subject to all the regulations of the federal bureau; 
they must conform to the orders of the federal bureau. 
While the state appoints the people who perform the 
job, they are in effect federal officers subject to the 
direction of a federal officer. So that I would say it 
is merely camouflage. The question in all of these 
matters is—where is the power? If the power is in 
Washington, Washington will exercise that power; 
under this bill there isn’t even a pretense that the 
so-called state bureaus aren't just going to be directed 
by the federal officer. 


Of course, compulsory insurance is not insurance at 
all. The whole name is a misnomer. This is a tax. This 
is a tax on every individual in the United States in 
order to pay for free medical service to be given to all 
of the people of the United States. 


Not Insurance 


Compulsory insurance can’t be insurance, becayse 
insurance is a principle by which you voluntarily 
undertake to protect yourself against certain risks. You 
can see it isn’t insurance because here’s a man earning 
a thousand dollars—we’ll say a man earning fifteen 
hundred dollars—who pays sixty dollars a year, who 
may have a wife and six children. He gets that for 
sixty dollars a year. Here’s a man with three thousand 
dollars and only himself and he pays one hundred and 
twenty dollars a year. What he pays has no relation 
whatever to the risk against which the Government 
is supposed to be insuring him. 


That’s the principle of taxation, not the principle 
of insurance, when you pay for somebody else, for 
the services of somebody else less able to pay it. It 
isn't insurance at all. It is a tax to pay for free medical 
service and, as I say, if it is compulsory it isn’t 
insurance. The very fact that a money exaction is 
compulsory makes it a tax. That’s what a tax is. It 
takes away from the man the freedom to decide 
whether he wants a doctor or not. Some people want 
a doctor every day, and some people never want to 
see a doctor, and I suppose somewhere in between 
you've got the right fellow, but you take away from 
the individual citizen his freedom of choice, his free- 
dom of whether he wants to spend his money on 
medical care, or whether he wants to spend it on 
something else. 

That’s what a tax does. It cuts down the amount of 
money of your own that you can use for the purposes 
you want to spend it for, because the Government 
says “this much we're going to take and we're going 
to spend it the way we want to spend it and not the 
way you want to spend it.” 


Effect on Profession 


I don’t need to talk—you know more about the effect 
on the medical profession than I do. I myself think it 
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would have a substantial effect in killing initiative, 
substantial effect on providing the development of 
interest, the development of great doctors. That has 
been the effect, I believe, where it has been in force. 


The need for action on the part of the Federal Gov- 
ernment arises from this. I recognize General Hawley’s 
criticism that the Federal Government wants, once in 
the picture, may come to dominate the picture. Yet I 
don’t think that is necessarily so. In the first place, 
if you set it up on sound principles, on some reasonable 
basis, it is a good deal easier, I think, to take a stand 
at that point than it is to just say you won't do any- 
thing. If you just say you won't do anything you are 
likely to find yourself being forced into a position of 
doing a great deal more than actually should be done. 


There are gaps in this system—I have described 
them to you. It grew up haphazardly—this whole pro- 
vision of medical care for the indigent grew up in a 
haphazard way. In some places it is well taken care 
of, in other places it isn’t well taken care of. Some 
places have free hospital service; other places don't 
have it. The poorer states are particularly short. You 
have gaps in rural districts, gaps in poor states, and I 
think we do have an interest to see that that money is 
provided. 


Problems Present 


You have that problem of meeting the medical care 
of the indigent; you have this other problem of meet- 
ing the medical care of the in-between who can afford 
to pay over a distributed period the actual cost of the 
medical care that he receives but who is not able to 
pay it all in one year when it is likely to fall. So you 
have those two problems to meet. 


I think the problem of voluntary health insurance 
for those who wish to take it, in the middle income 
groups particularly, is one primarily for the medical 
profession; one I think they are providing. I think they 
are the people who can develop that kind of thing. Of 
course, conceivably the Government could get into 
that. The Government could set up voluntary health 
insurance and offer it to people who want to take it 
out, or the states could do it as far as that is concerned. 
But I don’t see any reason why it should be done by 
the states. We have developed all other kinds of in- 
surance through private agencies, and it seems to me 
it can be done through the private agency. We are 
making substantial steps forward in that field. 
Incidentally, the fact that you do it in different states 
gives you an experimental basis for determining what 
will work and what won’t work; how much you can 
afford; what kind of service you can afford without 
its being abused; all kinds of problems that have not 
been worked out in that particular field of insurance. 


Duty to Indigent 


In the field of the indigent, we have always 
recognized the duty and we have recognized the 
practice; it seems to me that all we need do is to try 
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to fill in the gaps in that service so we can say that 
in this country there is no person who is unable to 
obtain adequate medical care because he can’t afford 
to pay for it. That is the system I would like to see, 
and I think that is a justifiable development from our 
governmental and economic system. It’s no new de- 
parture. It’s no socialism. We've always recognized 
that duty. As to food, as to clothing, as to relief, as to 
education, we recognize it in theory. You take care 
of the lower 20 to 25 per cent of the people. It is 
substantially no limitation on your freedom; it is a 
limitation on their freedom. 


The great bulk of the people who earn most 
of the money and have to provide all the activity and 
the initiative in the country, are left completely free. 
So I don’t believe that is in any way a departure. 
Why bring in the Federal Government? That’s the 
problem raised in effect by General Hawley. 


The answer is substantially this: that under our 
present system the states, particularly some states, are 
short of money. They can’t get enough money to do 
the job. It’s an expensive job to do. Take the state 
and federal tax systems. The Federal Government is 
raising forty billion dollars and all the states and 
localities together are raising about ten billion dollars, 
and they have approximately reached the limit of their 
tax levying ability. They are limited by the fact that 
if they try to reach the real sources of taxation they 
lose them. People move out. Rich individuals move 
out if they go much beyond the taxation of competitive 
states, neighboring states. So do businesses, and the 
fields of taxation which can be reached are really only 
available to the Federal Government except to a 
limited degree. 


Increasing Needs 


Even in the wealthier states, medicine and health 
care have been a kind of a fifth wheel. Our state and 
local taxation systems were developed primarily to 
meet the essential features of government, the various 
city services, particularly schools; nearly 40 per cent, 
I think, of all the local money is tagged for schools. 
The whole system was set up to meet schools, 
primarily schools and roads, and that takes most of 
the money that comes in. Health came along later. It 
was scattered and it has always been at the tag end 
of the budget of state and local governments. 


When there is any difficulty in raising funds—and 
with our general development of Government activity, 
we are getting higher and higher and finding it more 
difficult to meet the various essential services 
today—it becomes necessary to raise wages throughout 
all state and local employee groups and you find that 
medical service is the last one reached as a rule. Even 
many of the wealthy states are wholly unable to come 
anywhere near meeting the cost of taking care of the 
indigent and supplementing the various private and 
charitable groups that are operating today. 
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I may say that one great advantage, I think, in 
state operation of this program of trying to make this 
a comprehensive system of providing for all people 
who require medical care, and are not able to pay for 
it, one thing is the states will work with the local and 
charitable groups. Our experience with federal bureaus 
is, that once they go in, they are very much inclined 
to set up a complete, all inclusive federal system as 
they did in relief, they did in WPA, and supercede to 
a large extent the very valuable and extensive services 
rendered by private groups. 


So the general purpose of the bill which we have 
introduced is this: We provide a sum of two hundred 
million dollars to be distributed among the states, to 
go to any state which sets up a plan and presents a 
plan which in the proper ‘number of years will provide 
free medical care, or partially free medical care to all 
of those who are unable to pay for that medical care. 
That plan is presented; in the discretion of the state, 
it may reach that result in any way it sees fit. It may 
reach it through state provision of state service. It 
may reach it through a combination of state and 
private service. It may reach it through the employ- 
ment, if you please, of state medical insurance funds 
to operate as these funds have assisted the Veterans 
Administration in meeting veterans care. 


Variety of Methods 


It may provide for service in the home or it may 
limit it to hospitals or clinics. It may present any plan 
which, in the opinion of the director—subject to an 
appeal to the Federal Medical Board—is a plan reason- 
ably suited to provide general medical care to all those 
in that state who are unable to pay for it. Under these 
circumstances federal aid is provided. It includes also, 
I may say, a free inspection of school children in the 
public schools, and the provision of health service to 
take care of those children unable to pay for it on the’ — 
same principle that I have just discussed. It contains 
also the provision for the support of doctors in poor 
areas, where the records show that they are unable to 
make a reasonable living because of the poverty or 
the scattered nature of the district in which they live. 


The chief argument made against this at present 
by the reformers is that it involves a “means test” 
which is set up as a terrible bogey-man. As a matter 
of fact, a “means test” is no bogey-man. Today we are 
administering them. Every doctor is administering 
them to his patients. Every hospital administers a 
“means test” and requires the payment of as much as 
a man can pay in a free general hospital today. 
Practically everybody's income today is subject to in- 
come tax. We have over fifty million income taxpayers, 
so the determination of their income is a very easy 
thing to do. All public housing is based on a “means 
test,” if you please. That is what a man’s income may 
be. There is nothing peculiar about a “means test”; 
there is nothing peculiarly difficult about administering 
it. 
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And that, after all, is the very heart of the bill. The 
one system proposes that the government give 20 
per cent of the people medical aid which they have 
always been given to a large extent; the other system 
proposes that that medical aid be given by the Federal 
Government to 95 per cent of the people which is all 
the difference between socialism and a free American 
economy. So, there isn’t any question that that is the 
difference, but there is a question as to why there is 
any objection to it, or why there is any reasonable 
objection. 


For example, take the District of Columbia today 
on dental care. They have a dental inspection in all 
the schools in the District of Columbia, and any child 
who is found to have some defect receives free dental 
service; the school principal certifies that he is unable 
to pay for it. Nobody has objected; it hasn't subjected 
anybody to exhaustive investigations into the income 
of their great aunt or what they may receive by legacy 
or any other fact that may be regarded as private. 


Different Groups 


Ordinarily a man knows what his income is; his 
wages are definitely fixed and it is a perfectly easy 
matter to check whether he is in the group that is 
entitled to some assistance or whether he is in the 
group that ought to pay for its own service. 


There is one other thing in the bill as far as 
encouraging the formation of voluntary insurance, the 
bill provides the state may take that Federal aid money 
if they wish to do it, and provide aid in all or part of 
the state to the indigent through that medical aid fund. 
In other words, in effect, take out insurance for a 
certain proportion of the people and pay fees to the 
medical fund for that purpose. Employ the medical 
fund just as employers take out insurance for their 
employees. I think that ought to encourage and give 
the medical funds an underlying basis of operation 
which would make it easier to start them, and easier 
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to maintain them because of the volume provided by 
that state service. There may be other ways in which 
we could encourage those funds, but so far we haven't 


been able to find them. 


So in the end, we come back on these two bills to 
the one fundamental question. Do we want to take our 
present system, a successful system, and improve 
that—a system based on the freedom of the individual, 
on the freedom of the medical profession—or do we 
want to abolish completely the freedom which has 
existed in the United States, and subject the individual 
lives of every citizen, the individual activity of every 
physician, to the orders and the regulations of a 
Federal bureau. The distinction, I think, is one that 
General Hawley hasn’t seen. He speaks about control 
of the medical profession. In our bill there is no effort 
to control the medical profession and that, after all, is 
the distinction. The one bill is a bill to control and 
regulate everything that every doctor does; in effect to 
make every doctor an employee of the Federal Gov- 
ernment just as every school teacher is an employee 
today of the various states. Make every doctor an 
employee of the Federal Government; regulate the 
medical profession. 


In the bill which we proposed, we approach the thing 
simply from the question of assistance. A question of 
assistance to the states, to do more completely the job 
which they are now doing, the job which in no way 
involves any limitation or regulation of any individual 
except perhaps you may say some limitation on the 20 
to 25 per cent who are receiving free medical care 
and have to take it in the form in which the states 
say they must. Otherwise, there is no limitation on 
freedom; there is no regulation. I believe very strongly 
that if that system is set up, we can protect the people 
against any development toward state medicine or 
state regulation and we can go on to a greater future 
for the medical profession and a greater health record 
for the United States than any country in the world 
has ever enjoyed. 


( 
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Basic Principles In The Treatment Of 


Intrathoracie Injury 


Epvwarp F. Parker, M.D. 
Charleston, S. C. 


Injuries of the thorax and its contents are en- 
countered sufficiently often in civilian life to warrant 
a discussion of the basic principles of early treatment. 
This is particularly true in the South with its high 
population of people with “fighting blood”. Just before 
the last war when interest in trauma to the chest as 
well as other types naturally rose sharply, an observer 
from Memphis stated that in the previous ten years, 
there had been as many stab and gun shot wounds of 
the chest in Memphis as there were suffered by the 
Confederate soldiers during the entire War Between 
the States. That merely serves to emphasize their 
frequency. No doubt, the same could be said of South 
Carolina and its cities. Generally speaking, serious 
injuries of the thorax will comprise approximately 
5-8% of all major injuries admitted to a busy general 
hospital. 


Other than soft tissue lacerations of the thoracic 
wall, the most common injury to the thorax is a simple 
fracture of a rib. Formerly, this was generally treated 
by adhesive strapping of the chest. This was never 
very satisfactory because if the adhesive were applied 
tightly enough to really stop the motion between the 
fragments and therefore the pain on respiration, the 
patient had to be made practically breathless. It has 
been shown conclusively that the preferable method 
of treatment is by intercostal nerve injection, blocking 
about five nerves with the nerve of the affected rib 
as the center, using a local anesthetic. Usually a 1% 
solution of novocaine is used, but other agents such 
as magnesium sulphate or eucapin in oil may be used 
instead. The relief is usually striking. A patient 
possibly confined to bed is almost immediately able 
to get up and to resume work. If the injection is not 
followed by such a result, it should be repeated. 


Further discussion will be confined to the early 
treatment of intrathoracic injuries, exclusive of the 
heart and pericardium. Intrathoracic injuries are 
defined as those injuries accompanied by laceration 
of the parietal pleura with or without injury also to 
deeper structures. 


On analysis of a series of 870 cases of intrathoracic 
injury,! about 50% of which had a compound fracture 
of one or more ribs, and practically all of which had 
a laceration of the lung, it was found that the follow- 
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ing additional complications occurred with the follow- 
ing frequency: 


Number 

of cases Per Cent 
Hemothorax 752 86.4 
Pneumothorax 510 58.6 
Empyema (with hemothorax ) 105 12.0 
Clotted Hemothorax 74 8.5 
Broncho pleural Fistula 51 5.8 
Hematoma of Lung 44 5.0 
Contusion of Lung 38 4.4 
Empyema (without hemothorax) 6 0.7 
Lung Abscess 5 0.6 
Laceration of Esophagus 4 0.5 
Cerebral Embolus 3 0.4 
Massive Atelectasis 1 0.1 


Laceration heart and /or 
pericardium 24 2.7 
Thoraco-abdominal injuries Approx. 25.0 


It will be seen that the first five complications are 
the most frequent, in conjunction with a costal fracture 
and pulmonary laceration. These first five are also the 
earliest manisfestations. Hematoma and contusion of 
the lung require no specific therapy. The remaining 
complications are either rare or late, with the 
exception of the combined thoracic and abdominal 
injuries. Concerning these last, suffice it to say that 
in their treatment, attention should nearly always be 
paid first to the thoracic component of the injury. 


In the initial treatment of an intrathoracic injury, 
one or more of the above complications must be 
anticipated. It is always essential that X-Rays of the 
chest in both the postero-anterior and lateral views, 
taken preferably in the upright position, be obtained 
as soon as possible, and before any operation is under- 
taken. In addition, early treatment, prior to any 
operation, must include the following: 


1. Relief of pain. 

2. Replacement of blood and other fluid loss. 

3. Correction of pathologic physiology of respira- 
tion. 


For the relief of pain, morphine is indicated, but 
not in doses greater than a quarter of a grain every 
four -hours. More than this will depress unduly the 
cough reflex and thereby lead to aggravation of other 
serious manifestations of intrathoracic injury. 


The replacement of blood needs no further 
comment, but one must guard against giving too much. 
The usual intrathoracic case is not in shock except 
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when other injuries are present and if in shock result- 
ing from the intrathoracic injury alone, restoration of 
the mechanics of respiration to normal or near normal 
will usually be followed promptly by recovery from 
shock. 


By far the most important principle in initial pre- 
operative therapy is the correction of the abnormal 
physiology of respiration. 


It is an old adage that the patient with pulmonary 
disease or injury who can’t cough is out of luck, and 
all too frequently the patient literally drowns in his 
own secretions. That is seen also in upper abdominal 
operations, when pain in the wound may interfere 
with an effective cough, and atelectasis and pneumonia 
result with a significant morbidity and mortality. In 
the intrathoracic case, there is effusion into the 
bronchial tree of an increased amount of fluid from 
the damaged lung, giving the rise to the clinical pic- 
ture loosely referred to as “wet lung”.2 
The patient lies propped in bed, dyspnoeic, rattling 
with each respiration, and giving a weak cough now 
and then, but raising nothing. The dyspnea, but mote 
particularly the ineflective cough, is the danger signal. 
The pathologic physiology of respiration may be 
corrected by one or more of the following procedures: 


. Occlusion of sucking wounds. 

. Intercostal nerve block. 

. Thoracentesis. 

. Tracheo-bronchial aspiration by catheter. 
. Bronchoscopy. 

. Administration of oxygen. 

. Pericardiocentesis. 


a Dd 


After the above, and only after the respirations 
have been restored to normal or as nearly so as 
possible, should operation be undertaken. Operation 
should be whenever there are any wounds present. 
There is no doubt but that even stab wounds should 
be debrided and closed. Small gun-shot or other con- 
taminated wounds should be debrided completely, and 
closed completely, or partially up to the subcutaneous 
tissues and skin, the last to be closed a few days later 
by secondary suture.3 In the average case, these can 
be done adequately under local anaesthesia. But if 
the wound in the chest wall is known to communicate 
with the pleural cavity, so that during the debride- 
ment the pleural cavity will be possibly exposed, 
general anaesthesia must be used with positive 
pressure available through an endotracheal tube or 
with a face tight mask. Otherwise serious difficulty 
with pneumothorax, possibly fatal, is apt to be 
encountered. If the pleural cavity is found open during 
the operation, any hemothorax still present may be 
aspirated through a catheter, and a_ soultion of 
penicillin instilled. The wound must be closed _air- 
tight in the muscle layers. The subcutaneous tissues 
and skin may be closed then or later, depending upon 
the degree of contamination of the wound. While the 
wound is being closed, the lung must be reexpanded 
with positive pressure. In addition, a catheter left in 
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the pleural cavity brought out through the wound 
should be aspirated before final closure to withdraw 
any residual air, after which the catheter is removed. 


In the usual case, no more than the above is 
necessary in the operative therapy. As a matter of 
fact, anything further such as enlarging the wound 
to suture a laceration of the lung is not only un- 
necessary, but is actually contraindicated because of 
greater morbidity and a greater incidence of empyema, 
except in the following instances: 


1. Thoracoabdominal wound or its possibility. 

2. Presence of a large foreign body in the pleural 
cavity. 

3. Recurring tension pneumothorax not relieved by 

more conservative measures. 

4. Continuing hemorrhage. 

5. Some wounds of the paricardium and heart. 

6. Wounds of the esophagus. 

7. Large chest wall defects. 


After operation, the greatest complications to be 
feared are those of “wet lung” and of infection in the 
pleural cavity. If the patient is made to cough, and 
made able to have an effective cough, there will be 
practically no trouble with wet lung, drowning. 
atelectasis and pneumonia. 


The problem of the prevention of infection then 
remains the greatest. The patient should be given 
systemic chemotherapy, preferably penicillin, at the 
time of admission to the hospital, and this should 
be continued for twelve to fourteen days following 
injury. However, reliance upon chemotherapy alone is 
not sufficient. Complete obliteration of the pleural 
cavity by complete expansion of the affected lung as 
rapidly as possible is also necessary. It is simply the 
application of the principle of the obliteration of dead 
space, the presence of which is a known tremendous 
factor enhancing the possibility of the development of 
infection. This resolves itself primarily into the treat- 
ment of pneumothorax and hemothorax. 


Fortunately, tension pneumothorax is rare, but 
pneumothorax without tension is very common, as we 
have seen. Whereas, penumothorax without tension 
often needs urgent treatment, pneumothorax with 
tension (positive pressure in the pleural cavity) 
demands immediate treatment to relieve severe 
dyspnoea and to avert possible death from asphyxia. 
The technique of the treatment of both is the same, 
and is as follows: as soon as the diagnosis is made, 
all air possible is removed by thoracentesis at the 
indicated site, usually the second intercostal space 
anteriorly. Usually this suffices, but if the amount of 
air that can be withdrawn is unlimited, indicating the 
presence of a bronchopleural fistula, a small catheter 
is inserted into the pleural cavity by the trocar 
technique, and closed drainage under water is 
instituted. Intercostal catheter closed drainage of the 
pleural cavity is also instituted if a pneumothorax 
previously obliterated by thoracentesis recurs. Usually 
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the catheter ceases to function at the end of forty- 
eight hours, and then can be removed. In only the 
rare case will the above treatment fail to obliterate 
the pneumothorax. Naturally, a bronchopleural fistula 
does not necessarily completely heal within forty- 
eight hours, but by allowing the lung to expand to the 
chest wall, it becomes adherent there so that the 
fistula no longer communicates with the free pleural 
cavity, and it is no longer of any significance. The 
persistence of a pneumothorax is of no advantage 
whatever in maintaining collapse of the lung, as we 
shall see in the discussion of hemothorax, but rather 
it is a distinct disadvantage in that it represents dead 
space. 


Hemothorax likewise should be obliterated as scon 
as possible for the following reasons: 


1. To remove culture medium. 

2. To obliterate dead space. 

8. To re-expand and restore the function of the 
lung. 

4. To lessen the chance of delayed clotting. 


Formerly it was thought that a lacerated lung 


should be allowed to remain completely or partially - 


collapsed for at least three or four days before 
beginning its re-expansion, to prevent reopening of 
the laceration and secondary hemorrhage therefrom. 
However, because of the low blood pressure in the 
pulmonary circulation, bleeding from a laceration in 
the periphery of the lung is of short duration and 
secondary hemorrhage is rare.45 This has been con- 
firmed by numerous observers. Therefore, there is no 
contraindication to thoracentesis for the removal of 
blood within a few hours after injury. Further, at 
times it is absolutely necessary to prevent death from 
anoxia, or to render more safe the induction of 
anaesthesia for a possibly indicated major intra- 
thoracic operation. Exactly the same applies to 
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pneumothorax. Following the initial therapy with or 
without major operation, it is exceedingly desirable 
that a hemothorax should be aspirated at least once 
daily until the pleural cavity is empty and remains 
so. The chief complications of a persisting hemo- 
thorax are those of clotting and infection. It has been 
determined that the average time elapsing between 
injury and known clotting is about five days. And the 
average time elapsing between injury and the known 
presence of empyema is about fifteen days. Obviously, 
if the hemothorax can be obliterated prior to the lapse 
of these time intervals, it is of untold advantage to the 
patient. If not actually prevented, these complications 
can certainly be lessened in extent and severity, and 
the degree of collapse and impaired function in the 
underlying lung thereby lessened. 


In summary, if the above principles are observed 
in the treatment of intrathoracic injuries, the mortality 
and the incidence of persisting or late complications 
will be gratifyingly low. 
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What's New 


Recent Advances In Chemotherapy 


J. Heywarp Grsses, M.D. 
Columbia, S. C. 


The modern era of chemotherapy was inaugurated 
by the work of Paul Ehrlich in the latter part of the 
last century when his investigations, leading to the 
discovery of salvarsan as a specific in the treatment 
of syphilis, stimulated a search for similar remedies 
of one kind and another. Nor should it be forgotten 
that Ehrlich concerned himself with the use of the 
aniline dyes, so closely related chemically to the 
modern sulfa drugs, in the treatment of diseases in 
both Man and animals. 


Prior to this time, the meagre specific chemo- 
therapy that Medicine had at its disposal had been 
discovered in a more or less empirical fashion, 
acquired from primitive peoples, proven through long 
processes of trial and error, or guessed at by shrewd 
observers in clinical medicine. Opium and digitalis 
are of such ancient vintage that the exact time of their 
introduction into Medicine cannot be traced. In the 
early part of the 16th Century, Paracelsus recognized 
that mercury was efficacious in the treatment of 
syphilis, and cinchona bark was ushered into Europe 
in 1632. Mercury and quinine remained the out- 
standing examples of specific remedies, in so far as 
infectious diseases are concerned, until salvarsan found 
its first clinical application in 1910. In the short 37 
years that have followed, scientific methods have been 
applied to the search for remedies of this type, and 
the tempo of solid accomplishments has been stepped 
up as the years have passed. I have been asked to call 
your attention to some of these chemotherapeutic 
agents. 


Pernicious anemia, macrocytic anemias of other 
types and sprue are now susceptible of complete 
control by the use of liver, liver extract and folic 
acid.’ Folic acid is the most recent addition to this 
field, and its exact place is not yet fully established. 
There is still some question as to its efficacy in 
correcting or preventing the spinal cord lesions that 
are associated with pernicious anemia. In using folic 
acid, caution should be observed in this regard. Its 
virtue lies in the convenience of its administration 
by mouth and the economy attendant upon its use. 
Thymine 2 (5-methyl uracil) has a hematinic action 
similar to that of liver and folic acid. It is, however, 
much less effective. 


The addition of globin insulin to the plain and 
protamin-zinc varieties is of importance in that it 
approximates the slow absorption of protamin-zinc 
insulin and can be used as a substitute for it in those 
patients who show a skin sensitiveness to protamin. 


The evolution of the sulfa drugs from sulfanilimide 
through sulfathiazole, sulfapyridine, sulfadiazine, 
sulfaguanidine, nisulfazole,3 and others, is being 
continued. If any one comment on this subject is in 
order, it seems to me that it is to call attention to 
the fact that the indiscriminate use of these drugs 
introduces an element of harm to go with the good 
that is in them. 


Penicillin has proved to be the most efficacious 
antibotic that has yet been produced for the treatment 
of infections caused by the gram-positive cocci, the 
meningococcus and the gonnococcus. It is important 
to realize that it must be given in adequate doses, 
adjusted to the organism concerned, and to bear in 


‘mind that it is simple wastage to use it in types of 


infections to which it is not applicable. Its administra- 
tion by mouth is of no value unless about three times 
the usual parenteral dose is given, and on this account 
it should not be used in this manner if it can be 
avoided. Its use in syphilis has now been in large 
part standardized, but it should be used in con- 
junction with fever therapy in certain types of 
this disease. The introduction of crystalline penicillin 
G has given us a standard product with the elimina- 
tion of the uncertainties that went with some of the 
earlier preparations. 


Streptomycin is now regarded as a specific in the 
treatment of tularemia.4 It is highly efficacious in the 
treatment of infections caused by some of the gram- 
negative bacteria—notably in infections in the urinary 
tract. Its failure to be effective in the treatment of 
undulant fever and other infectious diseases has been 
disappointing. Extensive investigations are now being 
carried out to determine its usefulness in tuberculosis. 
There is some evidence to suggest that it may be 
helpful, in tuberculous sinuses, in miliary tuberculosis, 
in tuberculous meningitis and in tuberculous 
pericarditis. There is not enough information as yet 
to warrant conclusinos. Its use in syphilis has not been 
promising. Streptomycin has ‘been shown to have a 
spirochetocidal action, but experimental work on 
rabbits indicates that “penicillin G is three thousand 
times more effective”.5 As regards tularemia, it is not 
yet established that streptomycin is superior to 
bismuth sodium tartrate 6 in the treatment of this 
disease, and the latter drug is much less expensive 
and practically free of toxic effects. 


The medical management of hyperthryroidism with 
iodin has been supplemented, and in part superceded, 
by thiouracil and its derivatives. Thiouracil 7 carries 
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with it the risk of producing agranulocytosis and its 
use must be safeguarded by frequent blood studies. 
If the white blood count falls to critically low levels, 
the administration of thiouracil should be stopped and 
penicillin given in conventional doses as a means of 
protecting the patient against infection while the 
blood picture has time to right itself. Propylthiouracil & 
seems to be equally efficacious with thiouracil in 
suppressing thyroid function and is apparently almost 
devoid of toxic side-effects. It is not yet generally 
available to the profession. Radio-active iodin 9 seems 
to have great promise in this field. Its exact status has 
not yet been determined, and the difficulties inherent 
in its production and transportation must long delay 
its general use. 


Paraminobenzoic acid1011 has been shown 
clinically and experimentally to modify the course of 
rickettsial infections. In scrub typhus and in murine 
typhus its early administration is essential to its 
effectiveness. In experimental work on mice and 
guinea pigs it has been found that the drug does little 
or no good unless given before the end of the 
estimated incubation period. Interestingly enough, 
methylthionine (methylene blue) was found by one 
group of investigators to afford more protection to 
mice against these infections than was afforded by 
paraminobenzoic acid. 


The use of gold salts 12 in rheumatoid arthritis has 
been reported on favourably from some sources. It is 
necessary to call attention to the toxic side-effects that 
are produced by these preparations. The drugs should 
not be used unless facilities are at hand for the early 
recognition of these toxic reactions, especially 
suppression of bone marrow function. 


Sodium caprylate13 has been shown to be an 
effective agent for the topical control of monilia 
albicans infections. It is applied locally in a 20% 
solution to the lesions of the mucous membranes It is 
not suitable for intravenous injection because of its 
irritant action on the venous walls. 


Dicumarol,14 now produced synthetically, effec- 
tively reduces prothrombin activity and has been 
widely used as a means of preventing intravascular 
clots and for the purpose of inhibiting the so-called 
propagation of thrombi. The clinical advantages 
afforded by this drug are not yet clearly established. 
The dangers attendant upon its action are established. 
If the blood-clotting mechanism be sufficiently 
interfered with, serious bleeding may take place. 
Consequently, dicumarol should not be used unless 
frequent determinations of prothrombin time can be 
done. If bleeding does result from its use, Vitamin K 
preparations offer an effective means of correcting the 
disturbance. 


Rutin,15 a constituent of various plants, such as 
tobacco, violets, forsythia, etc., is now prepared 
synthetically. It decreases capillary fragility, and is 
supposed to reduce the tendency to bleed from 
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capillaries that have a fragility greater than normal. 
It is said to have a specific application in hereditary 
hemmorrhagic telangiectasia. It has been used in 
hypertensive states with the idea of reducing the 
likelihood of cerebral hemmorrhage. This is, of course, 
a rather optimistic conception. 


The development of benadryl and pyribenzamine 
as antihistamie drugs seems to be a matter of genuine 
importance. They have proved beneficial in hay fever, 
allergic rhinitis and urticaria. They have not been of 
much value in bronchial asthma. They may be of 
some help in modifying the migraine syndromes. 
Pribenzamine, which seems to be the more efficacious 
and the less toxic of the two drugs, is just now avail- 
able for general use. Benadryl has, at times, very 
severe toxic side effects,16 171819 such as drowsi- 
ness, mental confusion, excitement and pulyneuritis, 
and, therefore, should be used with caution. 


The cardiac glucosides 20 offer a means of rapid 
digitalization and of ready maintenance of the 
digitalis effect. Digilanid is a preparation containing 
the three primary glucosides of digitalis, the lanato- 
sides A, B, and C, in fixed ratios of 46% A; 17% B; 
and 37% C. One-third of a mgm. (1 tablet) is the 
equivalent of one digitalis unit. The drug is equally 
effective when given by mouth or intravenously. It is 
reported as being definitely superior to digitalis. Other 
glucosides, digitoxin, gitalin, and digoxin have their 
own peculiar latent periods and rates of dissipation 
that make them somewhat less satisfactory and safe. 
It is important to bear in mind that these inherent 
peculiarities keep these glucosides from being inter- 
changeable in the treatment of cardiac states. 


BAL 21 (dimercaprol), an abbreviation for “British 
anti-lewisite”, is a synthetic dithiol compound which 
was developed as an antidote to war-time gasses which 
contained arsenic. It has such an affinity for arsenic 
that it is capable of “recapturing” the arsenic that has 
become fixed with sulfhydryl elements in the body 
proteins. It has proved highly satisfactory in the treat- 
ment of arsenical dermatitis, and has also proved of 
great value in the treatment of mercury poisoning and 
in relieving the dermatitis that sometimes appears in 
connection with gold therapy. It is ineffective in 
argyria. 


Radio-active phosphorus 22 has been shown to have 
an alleviating effect in the leukemias, Hodgkins 
disease and polycythemia vera. There is nothing to 
indicate that it holds much more importance than this. 


Demoral has found its place in clinical medicine as 
an analgesic which does not produce bronchospasm, 
does not increase intracranial pressure, and does not 
cause nausea and vomiting. Thus, it can be used in 
bronchial asthma and in intracranial conditions where 
morphine is contraindicated. 


Fuadin is an anitmony compound which has proved 
its usefulness in granuloma inguinale, kala azar and in 
schistosoma infestations. 
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Choline,23 a synthetic compound, is employed in 
the treatment of fatty and cirrhotic livers on the idea 
that it encourages the change of neutral fats to 
phosphatids and that these substances are then 
mobilized and carried elsewhere. Methianine 24 has 
been used in toxic hepatitis. It is supposed to have 
some beneficent action in protecting the liver proteins. 
The efficacy of these two drugs is far from certain. 


Antiamoebic drugs have been derived from one 
of three sources. Emetine, a derivative of ipecac, is 
now regarded as of special value in controlling 
diarrhoea and in the treatment of amoebic hepatitis 
and amoebic abscess of the liver. The iodin compounds 
go by the names of diodoquin and chiniofon or yatren. 
The arsenical preparations have sifted down to 
carbarsone (carbaminophenyl arsenic acid), but 
stovarsol and treparsol once had quite a vogue. 
Unfortunately, some cases of amoebic dysentery prove 
very refractory to treatment, even with this array of 
remedies. The drugs are not devoid of toxic properties. 


The field of endocrinology has produced a group of 
glandular extracts and synthetic preparations that have 
proved their worth in clinical medicine. Thyroid 
extract, pituitary preparations, insulin, adrenalin, 
androgenic and estrogenic substances are all on a 
sound and useful basis. Stilbesterol is probably the 
most effective estrogenic substance available. Di- 
hydrotachysterol, a super-irridated vitamin D, has 
proved of value in parathyroid deficiency states. It 
acts by increasing serun calcium at the expense of the 
skeletal system, and so has to be used with caution. 
The implantation of pellets of desoxycorticosterone 
has been of real help in the treatment of Addison’s 
disease. 


Tridione 25 has been found to be the most effective 
anticonvulsant in the treatment of petit mal. It is not 
to be used in grand mal. 


Tetraethyl ammonium bromide 26 produces a block 
of the vegetative nervous system at the level of the 
autonomic ganglia. By this means it reduces blood 
pressure, produces peripheral vasoparesis, cessation of 
intestinal peristalsis, and other signs of vegetative 
nervous system arrest. It has promise in connection 
with the symptomatic relief of peripheral vascular 
disease and as a means of evaluating the functional 
component in hypertensive states. 


The unravelling of deficiency diseases and the 
development of specific substances for their correction 
is one of the most fascinating accomplishments in 
medical science in this century. The isolation and 
preparation of so-called vitamines 27 that are 
applicable to such conditions as beriberi, scurvy, 
pellagra, rickets, night blindness, sprue and some of 
the neuritides is expressive of specific therapy at its 
best. It is something of a pity that Funk coined such 
an expressive name for these corrective substances, 
for it has probably played no little part in permitting 
drug manufacturers and venders to victimize the 
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public and to change a system of therapy into a 
commercial racket. 


Some years ago I heard it suggested that an intern- 
ist who slept more than eight hours a day was likely 
to fall behind in the progress of Medicine. Today it 
may be said that this much rest is apt to find you 
unfamiliar with some new drug that is good for this 
or that. I do not recommend that you shorten your 
hours of sleep, for it might be well not to hear about 
these things too promptly. But it is important that 
when you do hear about them you learn to evaluate 
them properly and to apply them to best advantage. 
The foundation of specific therapy must rest upon a 
recognition and understanding of the disease to be 
treated. Without this, any form of therapy must 
remain a hit and miss affair, smacking of the 
empiricism of polypharmacy. 
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Recent Advances In Pediatrics 


R. M. Powwrrzer, M.D. 
Greenville, S. C. 


When Dr. Emmett Madden, as Chairman of the 
scientific Program Committee requested me to prepare 

a paper for this body, on the “Recent Advances in 
* Pediatrics”, I appreciated it. But almost at once the 
realization came, that while the honor was pleasing, 
the responsibility was great. 

I asked myself, “Who am I to decide which of the 
many advances in the art and the science of pediatrics 
are of the greatest importance?” “Why assume that 
I possess sufficient judgment and discrimination to 
properly assay the many and varied achievements in 
this important branch of medicine?” “Why not seek 
the aid and partake of the knowledge of men far wiser 
and also gather the opinions of those at a distance 
as well as some nearby?” 

So, in a short time, questionnaires were sent to 
pediatricians throughout this nation. In brief these 
doctors were asked to answer this question:—What, 
in your opinion, have been the five greatest achieve- 
ments in pediatrics within the past ten years? 

Perhaps it should be stated at this point, that it 
was extremely difficult for some to sharply restrict the 
time to exactly ten years, and a few of my correspond- 
ents refused to limit themselves to five advances, but 
suggested six, seven and even eight in their 
enthusiasm. 

Replies, some brief, other lengthy were received 
from doctors in diverse parts of the United States; 


ranging from New York City to Miami; from New 
Orleans to Chicago and from Nashville and St. Louis 
to Wyoming and California. In all twenty-three 
practitioners answered my query. 

Upon tabulating their replies and carefully allowing 
for some unavoidable duplication, as well as easily 
understood differences in expression or phraseology, 
we come to the following conclusions:—Penicillin 
easily heads the list, receiving 22 votes. The sulpha 
drugs are a close second with 21 votes. Streptomycin, 
though still new and not completely evaluated as yet, 
ranked third in the list with 13 votes. 


Following these, some closely, others quite a way 
off, come the R.H. factor, chest and cardiac surgery, 
advances in mental hygiene, and therapy in influenzal 
meningitis. This last mentioned, in my opinion, 
although limited to but one disease, really is of great 
importance, as heretofore the mortality has been 
almost 100%. Yet this forward step received only six 
votes. Progress in blood fractionization followed. 
Advances in the knowledge and the treatment of 
poliomyelitis, with and without reference to Sister 
Kenny, received three votes. Then followed progress 
in the feeding of infants and children. Control and 
treatment of whooping cough, while of very great 
importance received only two votes; as did improve- 
ments in immunization. 


There were twenty subjects, which received only 
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one vote each; but of these some deserve mention. 
Without any attempt to list them according to their 
value, let me mention a few: Diagnosis and manage- 
ment of rheumatic fever, electroencephalography and 
pneumoencephalography, improvement in the care 
and treatment of epilepsy, advances in maternal educa- 
tion, treatment of dehydration, great advances in 
mental hygiene, recognition and diagnosis of histoplas- 
mosis and toxoplasmosis. 

Because of the spectacular results obtained from the 
use of the sulfonamides and the antibiotics in the 
infectious diseases, our attention is mostly focused on 
this advance. But on reviewing the opinions of doctors 
throughout this country we see that there have been 
many diverse wedges driven into our still considerable 
ignorance. 

Some of the replies were interesting, others valuable 
and a few amusing. Let me here quote from a 
pediatrician, who is also a dean of a medical school. 
“Chemotheraphy has now become so frequent that 
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many children are cured of infections before an exact 
diagnosis is made, which is the reverse of everything 


” 


we have been trying to teach”. 


A well-known and scholarly pediatrician of over 
threescore and ten, whose home is in Chicago, lists as 
first the discovery of the sulfonamides and, second, the 
discovery of penicillin and streptomycin. 


A prominent pediatrician of Miami adds this foot- 
note to his list: “The therapeutic efficacy of the 
sulfonamides and the antibiotics covers up many of 
our diagnostic short comings”. 

And so it goes—there is almost complete agreement 
in the choice of the first two advances. But after these, 
there is a great difference of opinion, which should 
surprise no one. And further the fact that so many 
advances were listed as being of importance enough 
to come within the scope of the questionnaire, tends 
strongly to prove that pediatrics has within the past 
decade made tremendous strides. 


POST-GRADUATE SEMINAR 


Sponsored By 


ALUMNI ASSOCIATION 


CHARLESTON 


NOVEMBER 4, 5, 6. 
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DOWN TO 41.2 


The infant born in South Carolina today has twice 
the chance of survival that he would have had ten 
years ago. This statement is based upon figures 
furnished by the Department of Vital Statistics of the 
State Board of Health. 


In 1936-37, the infant mortality rate (i.e. number 
of deaths per 1,000 live births) was 81.8. During 1946, 
the rate was 41.2. A drop of fifty percent in the infant 
mortality rate over a ten year period is a record of 
which any state should be proud. 


Three prime factors have brought about this 
achievement; better care of the pregnant woman 
before and during delivery, better care of the baby 
during the early months of life, and a greater aware- 
ness on the part of the general public as to the 
necessity for adequate medical care of the expectant 
mother and the little infant. 


To no one group or one organization can go the 
credit for what has transpired—too many have con- 
tributed their share to the work for any single person 
or association to claim the glory. But there are four 
individuals who have stood in the vanguard of this 
progressive move, and to them we wish to pay our 
respects. 


First, comes the general practitioner of medicine. 
Upon his shoulders, largely, has fallen the responsibil- 
ity of caring for the woman during pregnancy and of 
attending her during labor. That he has done his job 
well is further shown by the drop in maternal mortality 
rate which has fallen from 7.7 in 1936-37, to 3.7 in 
1944-45. 


The second individual to whom much credit is due 
is the public health nurse. It is she, more than any 
other, who in her pre-natal clinics and in her daily 
work preaches the gospel of good health. And her 
message is carried where it is needed most, to the 
homes of those with low financial income and to those 
with little knowledge of the basic principles of good 
medical care. 


A third individual who has played a major role in 


the reduction of infant and maternal mortality is the 
obstetrician. There are few full-time obstetricians in 
South Carolina but their influence has been strong. In 
the high calibre of their professional work, in con- 
sultations, in informal talks and formal addresses they 
have taught the art and science of good obstetrical 
care. Particular mention should be made of the special 
Committee on Maternal Care of the South Carolina 
Medical Association headed by Dr. Robert E. Seibels 
of Columbia, whose study and recommendations a few 
years ago laid the ground work for much of what has 
been accomplished. 


And last, but not least, we must give credit to the 
pediatrician. Although he cares for only a portion of 
the babies in the state, his methods of feeding babies, 
of immunizing against disease, and of caring for the 
sick infant have permeated the thinking and actions 
of doctors, mothers and nurses throughout the state. 


TO 25? 


It is true that the infant mortality rate in South 
Carolina today is fifty percent lower than it was ten 
years ago. It is also true, however, that 2,208 infants 
died in this state during the past year before reaching 
their first birthday. 


Dr. Hilla Sheriff, Director of the Division of 
Maternal and Child Health of the State Board of 
Health has made a statistical study of the deaths of 
these infants and it is from this source that we secured 
the information presented. 


Of those who died, 1,036 were white babies and 
1,172 colored. Forty percent died in hospitals. Seven- 
teen percent died without medical attention. 


Of particular interest are the causes of death, as 
listed on the death certificates. The leading cause of 
death was prematurity, accounting for 724 out of a 
total of 2,208. Next in order came respiratory diseases, 
injuries at birth, and congenital malformations. Acute 
diarrhea (the dreaded “colitis” of years not so far 
gone ) has dropped far down the list and now accounts 
of only 4% of the deaths. Epidemic and other commu- 
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nicable diseases was the causative factor in 3% only. 
Dr. Sherriff summarizes the causes of death as 
follows: 
Prenatal and Natal causes 57% 
(Prematurity, injury at birth, 
congenital malformation and 
debility, syphilis, and tetanus ) 


Respiratory Diseases 15% 
Ill-defined and unknown causes 15% 
All other specified causes 6% 
Gastro-intestinal diseases 4% 
Epidemic and other communicable 

diseases _ 4% 


Dividing the deaths into age groups, Dr. Sherriff 
found the following: 


During the first day 31% 
From first day to first week 25% 
From first week to first month 11% 


In brief, 67% of the babies died within the first 
month of life, and approximately one out of every 
three who expired died within the first twenty-four 
hours. 


It becomes evident that further efforts to redute 
infant mortality rates in South Carolina must be 
directed primarily toward helping babies to survive 
the first month and more particularly the first day of 
their existence. This is the task for no one person. It 
calls for the closest cooperation between the physician 
in charge of the mother, the physician in charge of 
the baby, the visiting nurse, the attending nurse, and 
the expectant mother. There is still much to be learned 
with regard to the prevention of prematurity and the 
prevention of congenital malformations, but there is 
enough known at the present time, if applied to the 
problem judiciously, to lower our present infant 
mortality rate materially. Is it too much to hope that 
in another decade the rate will have dropped to 25? 


THE ALUMNI ASSOCIATION 


It is our feeling that the Alumni Association of the 
Medical College of the State of South Carolina is doing 
one of the outstanding pieces of work in the country. 
We refer to its activities in promoting the annual 
post-graduate Seminar. 


For three days in November, (4, 5 & 6), physicians 
in the state will have the privilege of hearing 
addresses and discussions by outstanding physicians 
and surgeons of the country. And they do not have 
to go hundreds of miles for this purpose. All they need 
do is to get in their cars and go to Charleston. 


Not only is the Alumni Association to be congrat- 
ulated upon this endeavor, but also upon the gracious- 
ness with which it extends the privilege of membership 
in the Association to those members of the S. C. Medi- 
cal Association who are graduates of other medical 
colleges. It has brought about a feeling of warmth and 
fellowship throughout the state among all physicians 
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which is not found in many other sections of the coun- 
try. 


It should be borne in mind that the Alumni Associa- 
tion, like any other aggressive organization, cannot 
operate without financial support. We trust that the 
natural and adopted sons and daughters of the medical 
College will make sure that this support is forth- 
coming. In short, we would suggest that physicians 
throughout the state send in their annual dues, and 
their contribution toward the expense of the Seminar. 


A. M. A. MEDAL TO HONOR GENERAL 
PRACTITIONER 


The creation of a midwinter session for the House 
of Delegates of the American Medical Association and 
with it a scientific meeting designed particularly for 
general practitioners was an action of profound sig- 
nificance to physicians and the public. During recent 
years the need for increased emphasis on the work of 
the general practitioner has become most apparent. 
The establishment of the certifying boards in the 
various specialties has been associated with a tendency 
to limit the development of general practitioners and 
also the activities carried on by such physicians in 
hospitals. To overcome this trend the American 
Medical Association created a Section on General 
Practice as a feature of its Annual Session. Now meet- 
ings devoted particularly to the needs of the general 
practitioner at the supplemental session extend still 
further the interest of the American Medical Associa- 
tion in the education and practice of these physicians. 


During the last few years organizations have been 
established in the field of general practice which have 
apparently been designed to act as pressure groups to 
protect the interests of the general practitioner and to 
forward his work. Since the American Medical 
Association is the agency which includes the over- 
whelming majority of physicians in the United States, 
including a preponderance of general practitioners, 
the activities of the American Medical Association in 
this field are likely to have more potency than those 
of smaller or more localized bodies. 


At the meeting of the Board of Trustees in Chicago 
September 4 and 5 the Board established a special 
gold medal for a general practitioner who has rendered 
exceptional service to his community. This award, 
similar to the American Medical Association’s Distin- 
guished Service Medal, which has been given annually 
since 1938 for scientific advancement in the field of 
medicine, will be conferred on a general practitioner 
for the first time at the supplemental session in Cleve- 
land on Jan. 7, 1948. This medal is designed especially 
to honor a general practitioner who has served as a 
family physician and who has in that capacity received 
the recognition of his community. The award will be 
known as “the medal of the American Medical Asso- 
ciation for exceptional service by a general practi- 
tioner;” it will include not only the medal but a 
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certificate indicating the reasons for the award. 
Nominations for this award may be submitted to the 
headquarters office of the American Medical Associa- 
tion in Chicago by any state medical association or 
any community service club such as Rotary, Kiwanis 
or Lions Clubs, by Chambers of Commerce, women’s 
clubs, community councils or similar groups. The 
nominations should include the name and address of 
the physician, his scholastic record and a record of his 
medical service to his community. The nominations 
may be addressed to the General Practitioner Award, 
American Medical Association, 535 North Dearborn 
Street, Chicago 10. When they are received, they will 
be submitted to the executive committee of the Section 
on General Practice of Medicine of the American 
Medical Association, which is composed of Drs. Win- 
gate M. Johnson, Winston-Salem, N. C.; Paul A. Davis, 
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Akron, Ohio, and E. A. Royston, Los Angeles. This 
committee will select five leading candidates, whose 
names will be submitted to the Board of Trustees. The 
Board in turn will nominate three of these to the 
House of Delegates. On the opening day’s meeting at 
the supplemental session the House of Delegates will 
receive the nominations together with a record of each 
of the candidates and will choose by ballot the general 
practitioner who is to receive the medal. 

By this award the American Medical Association 
will focus the interest of the medical profession and 
the people of the United States on the tremendous 
services given to them by general practitioners of 
medicine. The records of those who are nominated 
will indicate the range of the activities of such physi- 
cians. 


(Editorial—Jour. Amer. Med. Assoc., Sept. 13, 1947) 


THE TEN POINT PROGRAM 


M. L. MEADORS, EXeEcuTiveE DIRECTOR AND COUNSEL 


VOLUNTARY PREPAYMENT MEDICAL CARE 
AND ITS RURAL ASPECTS* 


Louis A. Buie, M. D. 


(The following article should be of especial interest 
to readers of this column. Its author is a native South 
Carolinian. Dr. Buie was born in Georgetown and 
spent the early part of his life there. For a number 
of years he has been associated with the Mayo Clinic, 
and at present is serving as President of the Minnesota 
State Medical Association. The subject matter of Dr. 
Buie’s paper is something with which the doctors of 
South Carolina should be particularly concerned. 

We are in the midst of the effort, to be resumed in 
January, to secure passage of the enabling Act for a 
prepayment medical care plan. We have a _ large 
rural population in South Carolina. Therefore, the 
views of this South Carolinian on these subjects should 
carry weight with the members of this Association. ) 

In this presentation I shall use the expression 
“medical care” to mean those services which usually 
are represented in the doctor’s bill. Medical care, then, 
is distinct from hospital care. 

Voluntary prepayment medical care dates back to 
1882 but its expansion is relatively recent. This 
expansion began in Washington and Oregon shortly 
after World War I as an effort designed to overcome 
some of the undesirable features which existed in 
contract practice. Little was done elsewhere during 
the next ten years. With the depression came interest 
in ways and means of assisting people in what we 
then called the “low-income” or “borderline” groups 
of the population. In order to assist people of these 
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groups, experiments were carried on with many plans. 
State medical associations, c.unty medical societies, 
the Farm Security Administration (now the Farmers 
Home Administration) and others studied and 
experimented with prepayment and postpayment 
ideas. 


Prepayment plans today can be divided into three 
groups: service plans, indemnity plans and a combina- 
tion of the two. In the service plans the fee or rate 
paid by the organization to the physician constitutes 
the entire amount which either the organization or 
the patient will be required to pay for the service. 
This was the general pattern of the early plans and of 
those born of the depression. 


In the indemnity plans, the patient is paid a pre- 
arranged amount for specified medical services or care. 
The patient is responsible for paying the physician. 
The physician charges the patient according to his 
own fee schedule. The charged fee may be more or 
less than the amount paid by the organization to the 
patient and is generally determined by the physician 
on the basis of the patient's ability to pay. Up to the 
present time, the indemnity plan usually has not been 
the pattern preferred by physicians but sometimes is 
the only avenue open in forming an organization. 


In the third type of plan, the patient whose income 
is below a certain level receives service benefits and the 
patient whose. income is above this level receives 
indemnity benefits. Usually these levels are set at 
$1,000 to $2,000 a year for single persons and at 
$2,000 to $3,000 for families. This is probably the 
most popular plan today. 


The movement toward prepayment plans actually 
received its first real impetus as a result of the 
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achievement of the Blue Cross Hospital Service Plans. 
With both hospitals and patients in dire need of some 
sort of program to ease the burden of costs of 
expensive hospitalization, these plans spread quickly. 


With the prepayment plans for hospital charges as 
guides, a number of state medical associations under- 
took to develop plans for medical care. The first state- 
wide plan to be put into operation was California 
Physicians’ Service. This was followed within a year 
by Michigan Medical Service. These two plans, to- 
gether with the county medical society bureaus of 
Washington and Oregon, gave the medical profession 
the necessary basis on which to build what has now 
become a nation-wide movement. 


Growth 


Counting Oregon and Washington plans as two 
state-wide plans, the growth of prepayment plans for 
medical care since 1939 has almost paralleled that of 
the hospital plans. It took Blue Cross between five 
and six years to place thirty-eight plans in operation. 
This compares favorably with the six years it took to 
develop thirty-seven plans for medical care. The same 
comparison also can be made with reference to enroll- 
ment. In medical plans, 2,845,000 subscribers were 
enrolled from 1929 to 1946. In Blue Cross plans, 
2,870,000 subscribers were enrolled from 1932 to 1939. 


In some ways the achievements of the medical pro- 
fession in developing its own prepayment program are 
remarkable. The problems involved in the payment 
and handling of claims for medical services are far 
more difficult than those for hospitalization. It took 
years of experimenting and compromising to work out 
solutions, but the progress made to date offers its own 
proof that advancement has been made. 


An organization to pay for hospital care deals with 
relatively few institutions. A plan designed to pay for 
medical care deals with hundreds, or even thousands, 
of physicians. Physicians are anything but institutions. 
They are individuals and, as a practical administrative 
matter, a plan for medical care must not depend on 
a relatively uniform institutional point of view but on 
a host of individual attitudes, if the principles of the 
private practice of medicine and high quality of 
medical care are to be retained. 


The latest figures show that eighty-four prepayment 
plans for medical care have been approved or 
sponsored by medical societies and the Blue Cross. 
Organizations are now in operation in thirty-three 
states, and, in addition, are being formed in thirteen 
states and the District of Columbia. In only two 
states is no plan for prepayment for medical care in 
process of development. 


From some sources you, may hear that the principle 
of voluntary prepayment has failed, that prepayment 
plans have not measured up to the demand of the 
public. These are unwarranted claims. The fact that 
not one of the prepayment plans developed by medical 
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societies has failed since 1939, plus the fact that only 
two states remain in status quo, attests to the fact 
that efforts sponsored by organized medicine thus far 
have not failed. However, there is still much to be 
done. 


Method of Expansion 


Here are two avenues for expansion in the program 
for prepayment for medical care. The first refers to 
benefits (in the form of services, indemnities or both ) 
that can be offered in view of fees paid and premiums 
charged. The second refers to subscribers and to 
enrollment. 


Let us consider each of these avenues separately 
for a few minutes. The expansion of benefits is limited 
partly by insurance principles; that is, by the amount 
of the premium, dues, or whatever the income is 
called, that can be collected. In other words, the 
benefits cannot exceed what the public will or can pay 
for. 


In the early plans in use in Washington and Oregon, 
these benefits included practically all medical services: 
surgery, home and office calls, and even limited 
nursing and dental care. Through the years since 
these plans were inaugurated, this broad coverage has 
been continued. The plans organized in 1939 and 1940 
followed this lead and also provided for reasonably 
complete medical care. In contrast, in later plans full 
coverage has been demonstrated to be unsatisfactory. 
It was found that the public would not or could not 
pay the premiums necessary to carry such a broad 
contract. Wherever a contract for surgical care and 
a contract for general medical care were offered, the 
ratio of enrollment was more than 100 to 1 in favor 
of the surgical program. As a result, the plans 
generally have preferred to begin by offering fairly 
restricted coverage, including such items as surgical 
care, obstetrical care, x-ray charges, and fees for 
anesthesia, all applying only if the patient is 
hospitalized. Then, as experience was obtained, 
benefits were added. The latest development has been 
the addition of medical service in the hospital. Now 
most of the services necessary in cases so severe as 
to require hospitalization are covered. 


The tendency to limit services to those accorded 
in the hospital is a natural one. In the first place, most 
of the costly illnesses are those that require hospitaliza- 
tion for the patient. Second, there is likely to be little 
abuse of such services. Third, actuarial experience 
with relation to hospitalized patients is sufficient to 
provide more certain bases for determining adequate 
premiums or rates than are available with respect to 
patients seen in their homes or at offices of physicians. 
A recent study of fifty-one plans for medical service 
shows that thirty-four offer surgical, obstetrical and 
specified medical services in the hospital. This same 
study shows that under some plans benefits are 
continuing to expand. In twelve of the plans, provision 
is made for general medical care such as home and 
office calls and, in five, almost complete coverage is 
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provided. 


The average monthly premium for a single sub- 
scriber is approximately $1.25 and ranges from as little 
as 60 cents to $4.85. Family coverage ranges from 
$1.35 to $10 a month, with an average of about $4. 


Organizations are still experimenting with benefits 
and with premium rates. As in one organization success 
is attained with some new idea, it is made available 
to other organizations. The same, of course, is true 
of failures. In this manner, expansion or retrenchment 
will continue as actual experience and public demand 
dictate. 


Here in Minnesota it is expected to offer, at the 
outset, something about midway on the scale just 
described. By this I mean that it is intended to offer 
more to the subscribers than just surgical care or 
medical care while in hospital but less than full 
coverage. The contract as finally agreed upon 
probably will provide for limited general medical 
care (home and office calls) and certain special medi- 
cal services. 

This is the intention because it is believed that our 
need in Minnesota is somewhat different from that in 
the highly urban areas where most plans have started. 
In our state, about 50 per cent of the people live on 
farms or in small towns and villages. It is necessary 
to offer these people a contract under which they will 
be provided with reasonably adequate medical ser- 
vices. Experiments in rural areas have, of course, 
shown that the rate of utilization is higher than in 
cities. The financial risk is greater. Where workers are 
not covered by workmen’s compensation insurance, all 
injuries and illnesses automatically come within the 
scope of a prepayment plan. 


The success of a plan under which general medical 
coverage is offered depends on two things, namely, 
control of abuses and adequacy of premiums. Abuses 
may be perpetrated by the physician or the subscriber. 
It is the duty of the medical profession to keep its own 
members in line. So, too, it is the duty of enrolling 
groups, whether they are drawn from factories, farms, 
or towns and cities, to keep tab on their members. The 
same sort of fifty-fifty responsibility plays a part in 
determining premiums. What can the subscribers pay; 
what must be charged if the organization is to remain 
financially sound? I have mentioned that before, and 
have given some figures. I mention it here again 
because it has an obvious bearing on what I propose 
to take up next, namely, the second of the two avenues 
for expansion and what its limitations are. 


Expansion of the program of prepayment for med- 
ical care is limited then partly by the ability and 
willingness of the public to enroll as subscribers. Most 
of the plans have been applied in urban areas where 
large enrollment was possible. This was a sound 
method because the sooner an organization obtains 
adequate spread of its risks, the sooner it can expand 
its program of benefits and enrollment. Large enroll- 
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ment provides this spread much more easily and 
quickly than small enrollment. Not only this, but the 
cost per subscriber is lower if enrollment is large than 
if it is small. 


The pattern is now changing. Nearly every 
organization which has reached reasonable enrollment 
and a sound financial level is turning to ways and 
means of reaching all groups of the population, 
particularly rural groups. 


In general, the pattern has been to deal with the 
farm group not as a separate entity but to include it 
in what is called “community” enrollment. In com- 
munity enroliment, the farmer is included with the 
residents of a city, town or village near which he lives. 
Usually the town is a center for banking, a source 
of supplies and so forth. The whole community then 
composes the group, and premiums are payable at 
a central place. 


A successful Blue Cross enrollment campaign in 
rural areas was carried out by the Weld County, 
Colorado, Agricultural Health Association. Enrollment 
was on a community basis, reaching all elements of 
the community as a civic service. Weld County, the 
largest county in Colorado, is about three times the 
size of Rhode Island and boasts a population of 63,700. 
Greeley, with 15,900 residents, is the largest city in 
the county. There are several smaller towns, the largest 
of which has a population of 1,800. Prominent 
businessmen, leaders of farm organizations and various 
club leaders met with Blue Cross representatives and 
decided to form a health association under the 
Colorado law governing co-operatives. Twelve direc- 
tors, each representing a definite district in Weld 
County, govern the health association. This division 
provided units that were workable as to area and 
population for an enrollment and administrative pro- 
gram. Enrollment was not limited to Blue Cross but 
each district was allowed to enroll separately in the 
Colorado Medical Service plan whenever 50 per cent 
or more of the families in the district .had subscribed 
to the health association and to Blue Cross. Experience 
demonstrated the value of a paid secretary, to work 
full-time with the voluntary committees; also to keep 
the records and to handle the billing. The secretary’s 
salary and other necessary expenses were financed by 
an annual charge of $1.00 per year assessed against 
each member who was more than eighteen years of 
age. To date, Weld County has 8,000 enrolled. In 
Colorado, ten similar county health associations have 
been organized, and one of every six persons in rural 
areas and one of every two urban residents have been 
enrolled. 


In Iowa, fifty-five similar county health improve- 
ment associations have beén organized. In other states 
enrollment on a similar community basis is taking 
place although organization is less formal. 


Although the foregoing does not apply solely to 
medical plans, voluntary prepayment medical plans 
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are making rapid progress in rural areas. The problem 
cannot be solved on a national level. It must be worked 
out in the community where the need exists. Everyone 
in the community must lend support if any effort is 
to succeed. 

Continuing improvements in transportation — will 
accelerate the growing tendency of rural people to 
bring the patient to the physician. Thus, physician’s 
care and other health facilities can be extended over 
an area that will include a sufficient number of people 
to meet the costs of the services provided. 


The fees for medical services rendered by rural 
practitioners are not excessive. However, there are 
times when illness strikes and the severity of the case 
cannot be predetermined. For this reason, many farm 
families faced with severe illness find it difficult to 
meet the full costs when illness does strike. This 
problem is basically the same as it is with people 
living in towns. 


Medical Care for All 


The medical profession has felt that it has done 
well to charge for its services on the basis of the 
patient’s ability to pay, charging nothing at all in 
many instances and thus excluding nobody from med- 
ical care. But this method is not agreeable to every- 
body concerned nor is it certain that it will prove 
sound in a future of unknown stresses. The only sound 
method so far devised to provide medical care for 
everybody in a free society is through use of the 
insurance principle. Prepayment plans for medical 
care available to all people of a community, towns- 
people and farmers alike, tend to spread the risk and 
distribute the costs. Thus, having the cost known in 
advance, proper planning and budgeting for the other- 
wise unpredictable costs of illness are possible. 


Physicians, because of their special training, will 
bear the responsibility for the professional aspects of 
the program. They also will see to it that fees are not 
higher than they should be. The recipients of medical 
service cannot escape the responsibility df paying the 
cost of the services. Both parties to the contract should 
do their full share in providing the needed facilities. — 


For ten years or more physicians have operated 
organizations under pilot plans for insurance against 
the costs of medical care. From this experience they 
now feel that they should recommend prepayment 
plans. Thus, the American Medical Association enters 
the picture. This association is not a superior authority 
which issues orders to its state and county units. It is 
the recipient of, and gives expression to, decisions 
reached in the county and state units. These units 
have caused to be formed a Council on Medical 
Service of the American Medical Association and one 
of its chief functions is to help in the development 
of prepayment plans in various communities. The 
state medical associations and the American Medical 
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Association have rural health committees devoting 
their attention to the rural problem. 

As has been said, physicians are co-operating in 
local efforts and also are making available prepayment 
plans of medical societies so that everyone interested 
may have an opportunity to insure himself against 
medical expense. Local representatives of farm 
organizations, business groups and local medical 
societies working in full co-operation and understand- 
ing are now in a position to work out the difficult 
economic problem of delivering medical care to all 
the people. 


A Qualification 


In closing, may I say that the assignment to discuss 
this subject was accepted with full realization of the 
vastness of the problem. 

At the height of ancient Greek culture, there were 
said to be only seven philosophers who knew the 
truth; everyone else was ignorant. Today many of us 
believe that we alone know the truth. How many are 
there who, like Socrates, will admit that .m they know 
is that they know nothing? 

Aristotle remarked that everybody contributes some- 
thing to the truth but no one person can apprehend it 
by himself. No mortal is ever entirely right. 


STUDY OF HEALTH DEPARTMENT MADE 


The study of the Health Department of South Caro- 
lina, authorized at the last annual meeting of the 
Association, has been made, and the report thereon is 
expected in the near future. 


The Committee of Eighteen, appointed by Council 
in May, to take charge of the matter, procured the 
services of Dr. Harry S. Mustard in making the survey. 

Dr. Mustard, who since 1940 has been Professor of 
Public Health Practices and Director, School of Public 
Health, Columbia University, New York, is at this 
time President of the American Public Health Associa- 
tion and President of the Association of Schools of 
Public Health in the United States. There is probably 
no one in this field better qualified to conduct the 
type of survey contemplated by Council and the 
Committee of Eighteen, and whose advice and 
recommendations on the subject would be entitled to 
more respect. His report to the Committee of Eighteen 
and its recommendations to the Association will be 
awaited with much interest. 

Dr. Mustard is a native of this state, having been 
born in Charleston, and is a graduate of the Medical 
College of South Carolina. 


HEALTH WORKSHOPS 
(Continued) 
(The following is the concluding installment of the 


Third Intermediate Report of the Committee on 
Expenditures in the Executive Departments, sub- 
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mitted to the National House of Representatives on 
July 2, 1947, and covering the investigation by the 
Harness (Publicity and Propaganda) Sub-Committee 
of the participation of Federal Officials in the Forma- 
tion and Operation of Health Workshops. The first 
part of the Report was printed in the September issue 
of the Journal. ) 


Testimony before the committee indicates also that 
the staff and resources of the Bureau of Research 
Statistics in the Social Security Board were devoted 
freely, from time to time, to the preparation of 
pamphlets and propaganda literature for the CIO, the 
AFL, and the Physicians’ Forum. Much of this material 
prepared for the CIO and other groups, by the Social 
Security Board at Government expense, supported 
what certain witnesses and authors of propaganda 
refer to as socialized medicine in every approach and 
dismissed contemptuously all arguments controverting 
the fixed position of the Social Security Board (hear- 
ing, p. 170). 


Your committee concludes from the testimony that 
most, if not all, of this literature, as distributed by the 
CIO, the AFL, the Farmers’ Union and the Physicians* 
Forum originates in, and emanates from, the Bureau 
of Research and Statistics in the Social Security Board. 
Mr. Isadore Falk is Director of the Division of Re- 
search and Statistics in the Social Security Board. His 
principal assistant, Miss Margaret Klem, was a witness 
before your committee on June 18. Miss Klem was 
identified as Chief of the Medical Economics Section 
of Mr. Falk’s Division. She was one of the group of 
Federal employees who charted, arranged, and con- 
ducted the Jamestown Health Workshop. The 
testimony discloses also that she helped draft the 
Wagner-Murray-Dingell bill. 


At a later date, your committee will submit a 
separate detailed report on the activities of the Social 
Security Board during the last 10 years in behalf of 
what certain witnesses and authors of propaganda 
refer to as socialized medicine. 


Other evidence before the committee reveals that 
the Bureau of Research Statistics of the Social Security 
Board also prepared pamphlets and propaganda 
material to be distributed under the imprint of the 
CIO. Similar pamphlets were prepared in the same 
office for distribution as Government literature through 
the Department of Agriculture’s Interbureau Com- 
mittee on Postwar Programs. All this material, as 
presented in our hearings, is similar in tone, content, 
and objective. It all originates in one spot, in the 
Social Security Board. It is all paid for, save the actual 
printing, by a process which your committee deems 
an improper use of Federal appropriations. 


Samples of all these pamphlets and propaganda 
leaflets are available in your committee’s files for 
examination by the public. Photostatic copies of some 
of them have been transmitted to the Attorney 
General, with our request for action in defense of 
the American taxpayers, who are paying the bill. 
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The spirit and purpose which dominates the 
officials of the United States Public Health Service 
in their campaign to high-pressure this legislation 
through Congress is reflected faithfully in the testi- 
mony of Dr. Herman Hilleboe, Assistant Surgeon 
General, who appeared before the committee on May 
28, 1947. He was asked by our committee chairman 
if the literature prepared by the Federal agencies 
offered all sides of the discussion or was limited 
merely to supporting material to carry out the 
President’s order. To this question Dr. Hilleboe 
answered: 

We would naturally give emphasis to that, because 
that is why we are in Government. Otherwise, we 
should get out of Government. 


The same attitude of intolerance toward honest 
discussion or debate of the issue was indicated in the 
testimony of Mr. Harry J. Becker, health consultant 
in the United States Children’s Bureau, Federal 
Security Agency. 

Questioned as to the number of speeches he had 
made throughout the country in advocacy of the sub- 
ject, the witness recalled several such appearances. 
Committee counsel, Frank T. Bow, pressed the inquiry 
(hearing, June 18, 1947, p. 228): 

Mr. Bow. Did you give both sides of the question 
of compulsory national health insurance when you 
gave your discussions? 

Mr. Becker. 1 don’t know what you mean by “both 
sides.” 

The Children’s Bureau, Federal Security Agency, 
was represented in the health workshops movement by 
Mr. Harry J. Becker, a full-time employee of the 
Federal Security Agency, in the capacity of health 
consultant. Mr. Becker, while engaged in his Federal 
position, also was one of the principal organizers of 
the Group Health Association of Washington, D. C., 
of which he later became president. He is also vice 
president of Cooperative Health Federation of 
America, which he helped organize in meetings at 
Two Harbors, Minn., and Columbus, Ohio, while on 
the full-time pay roll of the Children’s Bureau. 


In this connection, your committee recalls that it 
was the activities of the Group Health Association of 
Washington, D. C., which led to the filing, in 1937, 
of the antitrust proceeding against the Medical Society 
of the District of Columbia and the American Medical 
Association under the Sherman Antitrust Act. 


This legal action by the Department of Justice was 
carried to the Supreme Court of the United States on 
the basis of the original complaint and accusations of 
Group Health Association of Washington, D. C., 
serving effectively to intimidate and restrain the 
activities of the American Medical Association in 
resisting the Federal propaganda. 


Mr. Becker was a witness before your committee on 
June 18. His testimony delineates in some detail the 
historical development of the movement within the 
Federal Government to set up, at Federal expense, 
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a nation-wide campaign in support of pending legisla- 
tion. Your committee invites particular attention to 
the testimony and cross-examination of Mr. Becker, 
because we feel that the devices and arrangements of 
Federal employment in this instance provide a typice! 
example of how funds appropriated by Congress for 
the legitimate expenses of Federal agencies are 
diverted within the bureaus to full-time propaganda 
for what certain witnesses and authors of propaganda 
refer to as socialized medicine. 

Not only are men and women paid _ substantial 
salaries in their Federal positions for their full-time 
activities in other fields, but in many instances travel- 
ing expenses and _ incidental costs of these pressure- 
group meetings are paid out of funds of the same 
Federal agencies. 

Your committee has, for example, a report from the 
General Accounting Office, showing that various 
Federal agencies paid out a total of $1,950 in traveling 
expenses of Federal employees to and from the James- 
town Health Workshop. This conference took 18 
Federal officials away from their desks for a total of 
126 man-days. 

Another report from the General Accounting Office, 
shows that the Federal Government paid almost 
$5,000 in traveling expenses of Federal employees for 
the series of five health workshop conferences and 
planning meetings held throughout the country before 
our investigation began. 

Certain documentary evidence also has come to the 
attention of your committee, that the Bureau of Re- 
search and Statistics in the Social Security Board also 


maintains close contact with movements for compul- ’ 


sory health insurance in other countries. 
Under date of May 14, 1947, Mr. Isadore Falk, 
Director of the Bureau of Research and Statistics, sent 
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a memorandum to the Acting Commissioner for Social 
Security, urging that one Jacob Fisher, a member of 
Mr. Falk’s staff, be sent to New Zealand at Govern- 
ment expense, to study compulsory health-insurance 
programs and activities in that nation. 

We find that this same Jacob Fisher has been 
documented by the House Committee on Un-Ameri- 
can Activities for almost uninterrupted association, 
since 1939, with various Communist-front and fellow- 
traveler organizations in the United States. At various 
times, according to this record, Jacob Fisher has been 
identified with seven different groups or organizations 
avowedly sponsoring the Moscow party line in the 
United States. He has published at least one report on 
health insurance in New Zealand, in the Social 
Security Bulletin—a report that has been criticized by 
some reputable medical authorities as extremely 
biased. 

In a later interim report on the propaganda activi- 
ties within the Social Security Board, we shall present 
to the Congress the detailed record of Jacob Fisher's 
activities, as certified to us by the Committee on Un- 
American Activities, together with additional material 
bearing upon organized Communist agitation for 
what certain witnesses and authors of propaganda 
refer to as socialized medicine, through such agencies 
as the Southern Conference for Human Welfare. 


Suffice it at this time for your committee to report 
its firm conclusion, on the basis of the evidence at 
hand, that American communism holds this program 
as a cardinal point in its objectives; and that, in some 
instances, known Communists and _ fellow-travelers 
within the Federal agencies are at work diligently 
with Federal funds in furtherance of the Moscow 
party line in this regard. 


PUBLIC HEALTH NEWS 


NOTES FROM THE HOSPITAL DIVISION 
By 
C. L. Guyton, M. D., Director 

Development of a State Plan for the construction 
of hospital facilities under Public Law No. 725, the 
so-called Hill-Burton Bill, will be the first function of 
the State Board of Health’s Hospital Division. 

After this State Plan has been completed a public 
hearing must be held before it is submitted to the 
Public Health Service for approval. Until the State 
Plan is completed and approved no applications for 
individual construction projects can be received. I wish 
to emphasize this fact because many communities are 
at the present time constructing hospitals and various 
types of public health facilities without federal aid. 
Other communities have naturally assumed that the 
communities engaged in this construction were 
securing federal aid and have been making inquiries 


regarding this matter. Health Departments may in- 
form anyone who raises this question, that at the 
present time no county or community in South Caro- 
lina is receiving federal aid under Public Law No. 725: 
and as explained above will not be able to do so until 
the State Plan is approved. 


After the development of the State Plan priorities 
will be established for the various areas in the State. 
The priorities will be based on the hospital and health 
facility needs of the community and the percentage 
of this need that is met by existing facilities. Under 
this plan those communities with no facilities would 
naturally have first priority. A public hearing will also 
be held on the establishment of priorities, so no 
community need fear that some other community will 
be given a higher priority before they are given a 
hearing. Full publicity will be given both the State 
Plan and the system of priorities before they are finally 
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adopted by the State Board of Health which is the 
sole agency established by law to perform this 
function. 

Several communities in the State have taken steps 
to have plans drawn for health centers and hospitals. 
These plans were drawn on the assumption that the 
Federal Works Agency would advance the money to 
pay for them and that the community would reimburse 
the FWA when the plans were used. In other states 
where similar action has been taken they have found 
on checking these plans against the requirements of 
Public Law No. 725 that they do not comply with 
the construction standards of this new law and 
consequently can not be used without revision. To 
revise these plans will probably cost as much as the 
development of new plans. Communities should be 
cautioned against going forward with any plans that 
may have been started under the FWA program, as 
there is no connection whatever between any action 
taken under the FWA program and the present State 
program being developed under Public Law No. 725, 
which is being administered by the U. S. Public Health 
Service under the Federal Security Administration. 

The Hospital Division will be glad to furnish 
information on specific problems that arise in a county 
or community. However, much of this information 
will be furnished the communities during the publicity 
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Although no mothers were younger than 10 years, 
136 children, 17 white and 119 Negro, were born to 
mothers between the ages of 10 and 14. On the other 
end of the age scale, mothers 45 or over produced 


124 children of whom 48 were white and 76 Negro. 


The majority of births were to mothers between 
the ages of 25 and 34. There were in all 20,880 births 


to mothers in this age group. Of the total, 
children were white and 7,917 were Negro. 


12,963 


In general, Mr. Lesesnes’ statistics reveal that Negro 
births exceeded white when mothers were from 15 to 
19 years old. After this age, white mothers had more 
children than Negroes until the age of 45 was reached, 


when the Negroes again took the lead. 


On the dark side of the ledger, of the 16,337 deaths 


in the State, 


8,472 were white and 7,865 Negro. 


Eleven thousand two hundred and ninety-five of these 
people lived in rural areas and the remaining 5,042 


lived in cities. 


The reaper took his heaviest toll in January, 1,777 
persons, while in July the total dropped to the lowest 


point, 1,192 deaths. 


_The largest number, 2,813, were in the 55 to 64 
year age group, while the 10 to 14 year olds almost 
escaped. Only 173 children of that age died during 
the year. Infant deaths totaled 1,468 of whom 572 


were white and 896 Negro. 


that will be given to the development of the State 


Plan mentioned above. 


BIRTHS AND DEATHS IN SOUTH CAROLINA 


IN 1946 


Interesting figures on births and deaths in South 
1946 have been 
compiled by Thomas P. Lesesne, Chief Clerk, Division 


Carolina for the calendar year 


of Vital Statistics. 


During the year, Mr. Lesesne reports, 


children were born in the State as compared to 16,337 
30,653 were white and 


deaths. Of the total births, 


22.977 Negro. Children born to urban 


numbered 16,778, of whom 12,800 were white and 


3,978 were Negro. In rural communities 
children were born, 


18,999 to Negro parents. 


17,853 to white parents and 


Heart diseases killed the largest number of persons, 
3,512 dying from these maladies. Of this group, 2,213 
were white and 1,299 Negro. Kidney diseases ranked 
second with a total of 1,565, 670 white and 895 Negro. 
Accidents of all types caused the next highest number 
of deaths, 1,460. Of this group, 848 were white and 
612 Negro. Of the accidents, 195 were in rural homes, 
64 in urban homes, 46 on farms, 28 in rural industry, 
and 13 in urban. industry. The vast majority occurred 
in rural public places, 673, while urban public places 
accounted for 152. Two hundred and eighty-nine were 
unlisted as to where they occurred. 

During the year cancer killed 1,316 persons of 
whom 845 were white and 471 Negro. Eight hundred 
and nineteen persons, 354 white and 465 Negro, died 
from pneumonia, and tuberculosis killed 572 of whom 
146 were white and 426 Negro. Diseases of the 
digestive system killed 533 persons, 292 of them 
white, and 241 Negro. 


53,630 


parents 


36,852 


DR. CHAPMAN 
2641 Forest Drive 


WAVERLEY SANITARTUM, TNC. 


(Founded in 1914 by Dr. and Mrs. J. W. Babcock) 


HOSPITAL FOR CARE AND TREATMENT 
OF NERVOUS AND MENTAL DISEASES 
Specializing In Electric Shock Therapy 


For reservation call: Superintendent 2-4273 


J. MILLING, Medical Director 
Columbia, 8. C. 
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WOMAN'S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. D. F. Adcock, Columbia, S. C. 


Publicity Secretary: Mrs. Kirby D. Shealy, Columbia, S. C 


How can the Woman’s Auxiliary to the South Caro- 
lina Medical Association help in securing a more 
adequate program of health legislation? 

Doctors’ wives have a better opportunity than any 
other group of women to become well informed 
concerning the needs and the legislative program 
sponsored by the Medical Association to meet the 
needs of the present day. 

The programs are outlined in the Bulletin and 
Journals and further information can be obtained by 
writing to the Council on Medical Service, American 
Medical Association, 18th St., S. W., Washington, 
Cc. 

Auxiliary members, when accurately informed them- 
selves, can interpret the policies of the Medical Asso- 
ciation to other women’s organizations and use their 
influence to secure complete confidence in the 
efficiency of the health program now being worked 
out by the medical profession. 

Auxiliary members are also in a position to interpret 
to their husbands the layman’s viewpoint on some of 
the controversial issues, and in this way create a closer 
bond of mutual understanding. 

In the August issue of the Bulletin sent out by Mr. 
M. L. Meadors marked progress in the enrollment of 
subscribers to the Blue Cross Hospital Service Plan 
is described in detail. Auxiliary members should be- 
come so thoroughly familiar with the plan that they 
can publicize it when opportunity arises. A_ local 
doctor will be glad to ae how it works and who 
is eligible at an Auxiliary meeting, or will furnish the 
material needed. 

The Medical Auxiliary has been requested to help 
with the recruiting of nurses. This program is of para- 
mount importance if the high ealea of nursing 
care is to be maintained at this time when hospitals 
are being enlarged and new plants being erected to 
take care of the increasing demand for hospitalization. 

Young ladies of high re dee education, oe earnest 
and ambitious, should be encouraged to enter nurses 
training schools which will fit them for lives of useful 
service and, at the same time, provide economic 
independence. 

To enlist these young women, members of the 
senior classes should be contacted, letters written, 
posters should be displayed and radio programs 
sponsored by the Auxiliaries. 

Auxiliary members should keep in close touch with 
local training schools and help to furnish attractive 


surroundings and wholesome recreation for student 
nurses. 

As a group and as individual members, the Auxiliary 
has a definite responsibility in the nurses recruitment 
program. 

Auxiliary members can set an example by quali‘ying 
and exercising the right to vote in all elections. 

In all of - things, the women of the Auxiliary 
can be of help if they will take the time to be 
interested and informed. 

Mrs. H. L. Timmons 
Columbia, S. C. 


SEPTEMBER MEETING OF GREENVILLE 
AUXILIARY 

Mrs. David Adcock of Columbia, president of the 
Auxiliary to the South Carolina Medical Association, 
was guest of honor and principal speaker at the 
luncheon meeting which the Greenville County Auxil- 
iary, of which Mrs. J. W. McLean is president, held 
here on Monday, September Ist, in the Rose Room of 
the Hotel Greenville. Approximately 50 members and 
guests were present for the affair, at which Mrs. Mc- 
Lean presided. 

Mrs. Adcock spoke most interestingly of twe 
particular projects which the state organization will 
stress this year—membership and the drive for student 
nurses. She pointed out that the membership of the 
Auxiliary is less than half of the Medical Association, 
and that no greater number of girls are not in training 
as nurses than there were several years ago when the 
need was less acute. 

Mrs. R. M. Pollitzer offered the invocation at the 
luncheon, Mrs. J. L. Sanders introduced several new 
members and a number of guests, while Mrs. L. H. 
McCalla introduced the speaker of the afternoon. 

Mrs. Adcock was presented a lovely flower bowl 
by the Auxiliary. 

Following the luncheon Mrs. W. H. Lyday led in a 
program of fun, during whic) a aes of prizes 
were awarded. 

One of the most important features of the luncheon 
was the report of the health committee which was 
given by Mrs. M. Nachman, chairman. She reported 
on the activities of the Auxiliary during the recent 
drive to x-ray Greenville county citizens in an effort 
to prevent and wipe out tuberculosis. She read letters 
of highest commendation from several organizations 
sponsoring the drive. 


BOOK REVIEWS 


THE AMERICAN ILLUSTRATED 
MEDICAL DICTIONARY 
W. A. Newman Dorland. W. B. Saunders Co., 
Philadelphia 
When this reviewer entered medical school in 1922, 
the first book which he purchased was “Dorland’s 
Dictionary” (11th Edition). During the months which 
followed, the volume was kept at his elbow for constant 
reference. As the years went by, new words appeared 


on the medical horizon and new editions of the 
Dictionary were secured. Now comes the 21st edition 
of this old faithful and he is welcomed as a friend of 
long standing who appears in a new post-war suit. 

In this addition are to be found those many new 
words and terms which have resulted from the re- 
search and discovery of the war years. As such, it 
becomes a must for that physician who wants his 
medical library up to date. 


a 
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WHERE WILL YOUR 
PATIENT GO 
FOR A REST? 


te 


_— we suggest a happy solution — Sedgefield 
Inn — in the piney Piedmont section of North 
Carolina. A charming English Manor hotel — 
glorious country, ideal climate. 

Sedgefield Inn is a lovely place for patients who 
need rest and relaxation —w free of a 
hospital or sanatorium atmosphere 

A guest enjoys gracious service, a famous cuisine 
and the opportunity to regain physical and mental 
strength. A championship golf course just off 
the Terrace, fine tennis courvs, horseback and 
other healthful pastimes. 


Easily Accessible by Motor, Rail or Air + 


For further information that will interest you, 
Doctor, please write Mr. T. W. Gorsuch, Dept. 2 


SEDGEFIELD INN 
Greensboro, North Carolina 


FISCHER Model 
Shockproof 
Fluoroscope with Ra- 
diographic Facilities. 
Available as vertical 
fluoroscope without 
table or in arrange- 
ment with table as 
shown. 


When You Need Fine 


FLUOROSCOPY 


Here is the famous FISCHER Model “TF” Shockproof 
Fluoroscope with Radiographic Facilities. It is first 
of all a highest quality vertical fluoroscope without 
table. When used with table (wall-mounted cassette 
holder), it provided a very wide range of radiographic 
facilities. Power is 30 MA - 96 PKV. Many users 
have expressed the greatest satisfaction. Get the 
facts without obligation. 


and descriptive folder No. 1915E. 


L. A. RAGGIO, Representing 
H. G. FISCHER & CO. 


| Ask for large fully illustrated 
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DEATHS 


| P. O. Box 583 Rock Hill, So. Car. 


— 


G. M. S. ROOF 


Dr. G. M. S. Roof, 52 died at the Baptist Hospital 
in Columbia on September 7, after a lengthy illness. 
A native of Lexington County, Dr. Roof was graduated 
from the Medical College of the State of South Caro- 
lina in 1924. He interned at the Columbia Hospital 
and then opened his offices for practice in Columbia. 
He was a veteran of World War I 

Survivors include his widow, Mrs. 
Waldrope Roof, one son and two daughters. 


Margaret 


HENRY BOARDMAN STEWART 


Dr. Henry Boardman Stewart, 92, known as “The 
Country Doctor of Fairview’, died at his home in 
the Fairview community on September 15. He had 
been in declining health several years and retired 
from active practice three years ago. For sixty-five 
years Dr. Stewart practiced continuously as a family 
physician. 

Dr. Stewart was born in Laurens County, July $i, 
1855. Three years later his family moved to the Fair- 
view community where Dr. Stewart remained until 
his death. He was graduated from the old Atlanta 
Medical College on March 4, 1879. Few physicians 
have had a larger practice over a wider territory than 
= Dr. Stewart. He was beloved by all who knew 

im. 

Dr. Stewart is survived by seven children, twelve 
grandchildren and three great-grandchildren. 


NEWS ITEMS 


Dr. Jack D. Parker of Greenville was elected 
President of the Piedmont Post Graduate Clinical 
Assembly during the twelfth general session in 
Anderson in September. He succeeds Dr. John F. 
Rainey of Anderson. 

Dr. E. B. Saye, pathologist at the Spartanburg 
General Hospital since 1938, has resigned to become 
pathologist at the a: D. Archibald Memorial 
Hospital at Thomasville, Ga. 

Dr. C. P. Armstrong, Fountain Inn physician, has 
moved to Atlanta and is doing special work in 
neurology. Dr. Stanton L. Collins has moved into 
Dr. Armstrong’s offices and expects to carry on a 
general practice of medicine. 

Dr. William H. Bridgers has recently begun the 
practice of neurological surgery. His office is located 
at 1515 Bull Street, Columbia. 


Dr. W. E. Baldwin has been granted a leave of 
absence from the State Board of Health in order to 
study at the University of Michigan. He expects to 
return to Walhalla in June 1948. 
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